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Ear wax removal: a survey of current practice

J F Sharp, Janet A Wilson, Linda Ross, R M Barr-Hamilton

TABLE i-Number ofpatients
presentingfor ear wax removal to
289 general practitioners

Patients seen No of general
per month practitioners

0-5 7
6-10 133
11-20 101
21-50 31

¢51 4
No reply 13
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Abstract
Objective-To determine the methods ofremoving

ear wax used by local general practitioners and the
incidence of associated complications.
Design-Postal survey of312 general practitioners

serving a population ofabout 650 000; supplementary
study of ear, nose, and throat outpatients to quantify
the improvement in aural acuity after wax removal.
Setting-Catchment area of the Edinburgh

otolaryngological unit.
Participants-289 General practitioners who

responded to the survey; 21 outpatients in the ear,
nose, and throat department with occlusive wax.
Results-274 General practitioners removed wax

by syringing, but only 53 (19%) always performed the
procedure themselves; the remainder routinely
delegated the task to practice nurses, some ofwhom
had received no instruction. Ears were rarely
examined again after the procedure. Complications
had been experienced by 105 practitioners (38%) and
included perforation, canal lacerations, and failure
of wax removal. The removal of occlusive wax
improved hearing by a mean of 5 dB over the
frequencies analysed.
Conclusions-About 44000 ears are syringed

each year in the area and complications requiring
specialist referral are estimated to occur in 1/1000
ears syringed. The incidence of complications could
be reduced by a greater awareness of the potential
hazards, increased instruction of personnel, and
more careful selection of patients.

Introduction
Ear wax removal is the otolaryngological procedure

most commonly performed by general practitioners
and is their commonest source of iatrogenic otolaryn-
gological problems.' Modern otolaryngological text-
books do not often refer to ear syringing,2 and the
indications and optimum methods for aural wax
removal are not known. Wax may cause tinnitus or
otalgia and removal may be required to allow adequate
otoscopic examination, but many patients with a
sensorineural hearing loss request repeated ear syring-
ings in the mistaken belief that these will restore
auditory acuity. Potential complications include
perforation, otitis externa, vertigo, and cardiac arrest.3
We have recently seen several outpatients from the ear,
nose, and throat department who had complications of
ear syringing, including a temporal lobe abscess. This
prompted a survey of the methods of ear wax removal
and the incidence of complications in the community.

Methods
A postal survey was carried out in the Lothian area.

Three hundred and twelve general practitioners serving

a population ofabout 650 000 were questioned. Doctors
were asked to complete a short questionnaire with
items on the number and selection of patients seeking
wax removal, the methods used, complications
encountered, and respondent's perception ofany effect
on auditory acuity. A supplementary survey to quantify
the degree ofimprovement in auditory acuity after wax
removal was conducted in the ear, nose, and throat
outpatient clinic. Twenty one unselected outpatients
who presented with completely occlusive aural wax
were assessed by pure tone audiometry before and after
wax removal by syringing. The ears were inspected
after syringing and any residual water removed. The
audiometric testing was performed according to the
recommended procedures of the British Society of
Audiology. The effect of syringing on aural acuity was
measured by determining hearing thresholds at 250
and 500 Hz and 1, 2, and 4 kHz before and after wax
removal. A paired t test comparing the means of the
five frequencies was then performed.

Results
The 289 replies received (92% of the study group)

indicated that each doctor saw an average of nine
patients (range five to 50 or more) requesting the
removal of ear wax per month (table I). The initial
medical assessment was made by 179 general prac-
titioners (62%). No medical assessment was made by
23 (8%); these patients were referred directly to the
practice nurse. The remaining 87 (30%) offered
examination by either the doctor or nurse. Table II
shows the variety of ceruminolytic agents used.
As expected, syringing was the most common

method of removal and was used by 274 general
practitioners (95%). Twelve (4%) used instrumenta-
tion (a Jobson Horne probe) as their initial method of
wax removal. Three (1%) referred their patients
directly to the outpatient clinic. Only 53 general
practitioners (19%) always performed the syringing
procedure themselves; the practice nurse routinely
syringed the ears of all patients referred to 73 general
practitioners (27%). The remaining 148 practitioners

TABLE II-Ceruminolytics prescribed by general practitioners (55 used
several preparations)

No of general
Preparation practitioners Unit cost (pence)

Oil 233 7
Cerumol 43 83
Bicarbonate 27 2
Exterol 10 235
Waxsol 6 86
Soliwax 5 73
Earex 3
"Proprietary preparation" 3
Glycerine 1 79
None 13
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TABLE III-Complications of ear syringing reported by 105 general
practitioners

Failure of wax removal 37
Otitis externa 22
Perforation of tympanic membrane 19
Damage to external auditorv canal 15
Pain 10
Vertigo 9
Otitis media 5
Perforation discovered -pre-existing? 4
Not specified 6

Total 127

(54%) allowed syringing by the team member, either
doctor or nurse, who had initially assessed the patient.
Not all patients whose ears had been syringed by the
nurse were re-examined by the general practitioners
(87 (32%) did not inspect the ears after wax removal).
Complications of syringing had been encountered by
105 (38%) general practitioners (table III). Most
general practitioners (263) believed that wax removal
aided auditory acuity, but 74 doctors thought that
removal helped hearing only if the wax was impacted
and occulusive. Seventeen general practitioners
who did not believe that wax removal aided hearing
continued to perform the procedure.
The mean increase in hearing thresholds after wax

removal in the 21 outpatients was 5 45 dB, (95%
confidence interval 059 to 10-47 dB; p=003). Most of
these patients had a moderate to severe high frequency
sensorineural hearing loss.

Discussion
The removal of ear wax has been practised since the

ancient Egyptians syringed suppurating ears with olive
oil, frankincense, and salt.4 Other historical remedies
include the injecton of goat urine and gall and the
instillation of steam.5 The results of the present study
indicate that each year at least 44 000 ears are syringed
in the Lothian area. Though the frequency of syringing
reported in the present study is only an estimate made
by the participating general practitioners, the average
figure of nine patients per month per doctor confirms
Burgess's finding that general practitioners syringe
about two patients a week.6
The high response rate (92%) suggests a high level of

interest by general practitioners in this common
problem, for which there are few current guidelines.
The removal of occlusive wax may be necessary if it
prevents a thorough examination of the ear, especially
in patients complaining of pain. Cerumen was found to
occlude completely one in eight of the external-auditory
meatuses in a random sample of 800 people,7 a finding
that may or may not be related to the use of cotton
buds.8'` The commonest reason for wax removal was a
complaint of hearing impairment, although hearing
loss is often sensorineural and the procedure is of
limited benefit to auditory acuity.
The desire of individual patients to be, as it were,

"wax free" should not be underestimated. Many
patients harbour the misconception that wax is a
pathological secretion and that its mere presence is an
indication for removal. There is little doubt that this
attitude contributes greatly to the amount of syringing
that we have observed.
Our results show a 5 dB increase in auditory acuity

for the frequencies analysed after the syringing of
occlusive wax. This is a small improvement but may be
sufficient to allow a patient whose hearing thresholds
border on the requirement for a hearing aid to be able
to function socially without auditory amplification.
Many agents were used to soften wax before syring-

ing. In vitro experiments with wax solvents give a poor
indication of their clinical efficacy.'2 Oil was the
ceruminolytic agent prescribed most often and

Ear syringing

Indications
* Totally occlusive wax
* Pain
* Unilateral reduction in acuity
* Examination of obscured tympanic membrane
* Tinnitus
* Otitis externa (if dry mopping facilities available)

Contraindications
* Non-occlusive wax
* Previous ear surgery
* Only hearing ear
* Age under 16 years
* History of otitis externa

Method
* Wax solvent for 7 days (preferably almond oil or
olive oil)
* Water at 37°C
* Check that syringe is functioning smoothly
* Protect the patient with a plastic sheet to collect
water
* Direct water jet towards occiput (not directly on to
tympanic membrane)
* Inspect canal after syringing and inquire about side
effects

Cerumol was the proprietary solution used most
often. Cerumol has been shown to be significantly
more effective than bicarbonate solution and margin-
ally better than olive oil or Waxsol in aiding wax
removal.'34 Xerumenex has been shown to be no
better than olive oil,5 and a multicentre trial found
Exterol (5% urea-hydrogen peroxide in glycerol) to be
significantly more effective than either glycerol or
Cerumol.'6 Despite this finding, Exterol is rarely
advocated, perhaps because of its greater cost (table I).
Most general practitioners syringe wax from the

canal with a traditional syringe, which can develop
pressures of up to 16 kPa (110 psi). A few use other
water irrigation methods, including dental irrigation
systems such as the Water Pik.'7 It is important that the
person performing the syringing is fully instructed in
the technique. Five general practitioners did not know
if their nurses had been instructed in the method of
ear syringing.

The referral rate to our department of patients with
complications after syringing suggests a rate of major
complications of 1/1000 ears syringed. It is important
to inspect the ear after syringing to ensure that all the
wax has been removed and that the ear drum has not
been perforated, yet such inspection was performed by
only 68% of doctors. The range of complications
encountered after this procedure is well recognised by
otolaryngologists,' but some general practitioners were
unaware of any potential hazards and noted their
surprise on the questionnaire. Thus many general
practitioners did not inspect the ear after syringing.
We conclude that syringing can result in an improve-

ment in auditory acuity of up to 5 dB but also that a
greater awareness of potential hazards of syringing is
needed. The adoption of a more selective approach to
removal of ear wax (see box) could reduce iatrogenic
ear disease.
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Abstract
Objective -To assess the need for formal psycho-

therapeutic intervention in children attending a
children's haemophilia clinic after some of them had
been diagnosed as positive for HIV.
Design-Comparison of haemophiliac children

with matched control groups of diabetic and healthy
children.
Setting-The West of Scotland Children's

Haemophilia Centre, Glasgow.
Patients-43 Children aged 3 to 16 years with

mild, moderate, and severe clotting disorders were
matched with control groups of 46 diabetic children
and 42 physically healthy children.

Interventions-Parents of children aged 3-5 years
were interviewed with the behaviour screening ques-
tionnaire. Children aged 6 to 16 were assessed by
parental and teacher report using standardised ques-
tionnaires and self report using a computerised
depression inventory. All were scored numericaily
according to the presence of symptoms of emotional
and behavioural problems.
Main outcome measures-The groups were com-

pared for mean scores on each rating device and for
number of children achieving scores within the
pathological range.
Results-In the 6-16 age group five haemophiliac

children, five diabetic children, and three healthy
children scored in the pathological range on the
parent questionnaire, as did two, three, and five
respectively on the teacher questionnaire and four,
four, and eight on the depression inventory. There
was no significant difference across the three groups.
Analysis of mean scores similarly showed no signifi-
cant difference across groups. In contrast, the single
measure used for younger children showed an in-
crease in behavioural difficulties among the diabetic
children.
Conclusion-Haemophiliac children attending the

West of Scotland Centre were no more disturbed
than their diabetic or healthy peers despite the
identification of HIV infection within the clinic and
the widespread adverse publicity associated with
AIDS and HIV infection.

Introduction
The care of chronically ill children has progressively

supplanted the care and cure of acutely ill children
in Western paediatric practice.' Whereas physically
healthy children have rates of psychiatric disturbance
varying from 6 6% in the Isle of Wight' to 17% in
Blackburn,4 chronically ill children may have higher
rates, estimated variously at 10-4% in the Isle of Wight'
(excluding neurological disorders) to 30% in Rochester,
New York.5 Reports on the psychosocial effects of
haemophilia are extensive and conflicting. Early des-
criptive papers drew attention to severe adjustment

problems and to such practical difficulties as missed
schooling, unemployment, and poor social function-
ing.69 Some more recent papers have echoed these
findings,' " but others have reported little or no
difference between children with haemophilia and the
general population on measures of school attendance,
social adjustment, and personality.'2 13 We devised
this study to determine the prevalence of psychiatric
disorder in children with haemophilia attending the
West of Scotland Children's Haemophilia Centre.

Method
The study population comprised children registered

with the West of Scotland Children's Haemophilia
Centre. When more than one child per family was
affected the elder child was taken as the index child for
study. Of 61 families registered as having one or more
children with haemophilia or other bleeding disorders,
53 (86%) agreed to participate. Of the index children,
30 were diagnosed as having classic haemophilia A,
seven had haemophilia B, 10 had von Willebrand's
disease, and six had various rarer bleeding disorders.

CONTROLS

The diabetic clinic, based in the same children's
hospital as the haemophilia centre, provided a control
group of 51 diabetic children matched to the haemo-
philiac children by age, sex, social class, and birth
order. The use of a diabetic group controlled for the
non-specific effects of chronic illness in childhood,
thus allowing assumptions to be made about effects
specific to haemophilia. A second control group of 49
healthy children was obtained from seven general
practices throughout the west of Scotland, reflecting
the geographic scatter (urban, coastal, and rural) of the
haemophiliac group and matched for age, sex, social
class, and birth order. This second control group
allowed comparison with healthy peers growing up in
similar surroundings.
Matching for both diabetic and healthy control

groups was initially achieved by identifying from clinic
and practice age-sex registers children who were of the
same sex with a birth date within six months of each
child with haemophilia. Practice and clinic notes were
then used to obtain information about birth order,
family size, and father's occupation. Children with
a current or previous referral to a psychiatric or
psychology clinic were excluded. In the healthy group
the matched child and any siblings were also required
to be free of any chronic illness and any condition that
required attendance at a hospital outpatient clinic in
the preceding two years. The first child identified as of
correct birth order, family size, and social class who
met all these criteria was selected.

ASSESSMENT

The assessment protocol applied to the families was
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